regularly performed for direct visualization of the distal rectal pouch. 9 On the invertogram, the presence of an obstruction proximal to the rectum, such as stenosis or atresia of the small bowel or colon, will obviously result in a "high-held" terminal gas shadow because the intraluminal gas would pause proximally without reaching the very terminal part of the rectum. However, there are still no reports in the literature regarding MRI findings in anorectal malformation with concurrent intestinal atresia. Moreover, lower gastrointestinal (GI) contrast study is certainly not applicable in patients with imperforate anus, and the absence of an antenatal history of polyhydramnios does not exclude the presence of intestinal atresia either. Therefore, correct preoperative diagnosis in such patients is difficult to make and inadequate initial management often occurs as a consequence, as reported by Asabe and Handa. 10 We recently encountered a patient with concurrent oesophageal atresia and imperforate anus, in whom preoperative MRI clearly demonstrated the level of atresia in both segments. Division of the tracheo-oesophageal fistula with primary oesophageal anastomosis and creation of colostoma for the rectal atresia were successfully performed in the same setting. However, emergency laparotomy was conducted the next day because postoperative abdominal X-ray films showed persistence of a bowel gas shadow with a progressively increasing size at the right upper quadrant. Surgical findings confirmed that there was volvulus of the terminal ileum due to torsion of Meckel's diverticulum along the axis of the omphalomesenteric duct. In this case, volvulus of the ileum possibly occurred only after GI continuity was re-established by oesophageal anastomosis which allowed air entry into the distal bowel.
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■ DOUBLE INTESTINAL ATRESIA IN IMPERFORATE ANUS ■ In summary, lower intestinal atresia associated with imperforate anus is difficult to diagnose preoperatively and often necessitates a second operation. It is therefore important, as suggested by Asabe and Nagasaki, 6 that a vigorous search for the presence of another GI obstruction should be performed at the first laparotomy when the terminal gas shadow on an invertogram is too high up in this group of patients.
